Experience has shown that the Putti-Platt operation is not always successful, and is accompanied by a limitation of external rotation which is a disadvantage to athletes (Adams 1948) . The first bone block operation was described by Eden (1918, 1920) although the description by Hybinette in 1932 is better known. It was particularly in cases in which there was a deep posterior groove in the head of the humerus that the Putti-Platt operation was unsatisfactory, and in these cases a bone block was done. It was thought that this was uniformly successful until two young men returning to football redislocated their shoulders, and at operation the bone block had absorbed and the screw used to fix it was bent.
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It became clear that if a bone block on the anterior aspect of the glenoid was to remain, it must serve a functional purpose, and a little thought showed that the tip of the coracoid with its conjoined tendons could be transplanted to the anterior surface of the neck of the scapula, and that this not only provided a firm bony and muscular block to medial displacement, but altered anatomical arrangements to a minim.d degree, the conjoined tendons now running on the under-surface of the subscapularis instead of anterior to it. Further, as at operation the subscapularis was not shortened and the small amount of bone did not distort the muscle significantly, full external rotation was regained.
While the series of cases presented here was being collected, two further procedures were described in the literature. Helfet in 1958 transplanted the tip of the coracoid into the upper half of the subscapularis in contact with a rawed area of bone on the labrum glenoidale. No screw was used to fix the fragment. The attachment of the bone to the glenoid was uncertain but it was clear that if it became firmly attached and the subscapularis adhered to it, then external rotation would be almost completely lost. No comments on this point were made in the paper. May (1970) reported a similar series in which the subscapularis was split and the tip of the coracoid screwed through the subscapularis to the anterior margin of the glenoid. The development of play between the bone block and the subscapularis would permit external rotation, but the tendency would have been to reduce external rotation considerably.
Pathology
The first correct description of the pathology associated with recurrent dislocation was given by Thomas (1909, 1925) who described an anterior hernial pouch of the capsule. Even the erudite and observant Codman (1934) knew extraordinarily little about recurrent dislocation of the shoulder and never seems to have operated to cure the condition, although he fully distrusted the numerous curative procedures recommended at the time. In one case he found the true pathology: 'A sort of hernia of the synovial membrane existed which eventually made a pouch for the head when dislocated.' The damage to the labrum glenoidale, the so-called Bankart (1923 Bankart ( , 1938 lesion, is only incidental to the medial displacement of the head and development of the capsular hernia.
The munication with the subscapularis bursa, although the two may be conjoined:
(1) An enlarged bursal sac below the subscapularis.
(2) A bursal sac communicating through a narrow neck with the subscapular bursa.
(3) Capsular laxity associated with congenital deficiencies.
(4) Damage to the labrum glenoidale. It may be found as a loose loop or as a tag or tags.
(5) A fracture of the antero-inferior margin of the glenoid.
(6) New bone formation in the vicinity of the labrum.
(7) A loose body in the shoulder-joint. The present series of 26 cases is based on two varieties ofrecurrent dislocation:
Congenital: In these cases there was no history of trauma. There were occasional deficiencies in development of the glenoid. There was always capsular laxity. Complete dislocation was un-common but recurrent subluxation which spontaneously reduced was a usual feature. The condition was usually bilateral.
Acquired: This was associated with a severe primary injury. Recurrent dislocation occurred with progressively less severe strain and occasionally became one of habitual subluxation.
Operation A routine anterior approach is made in the deltopectoral sulcus, the incision running from 2 cm above the coracoid process to about 11.5 cm down the arm (Fig IA) . Access to the shoulder is greatly facilitated if there is a third assistant to hold the elbow and provide a combination of light traction and rotation at the appropriate moment, thus providing good visibility. Although the haemorrhage is not excessive, blood staining of soft tissues does mar the operative field, and the infiltration of the tissues anterior to the shoulder with 0.5% lignocaine and adrenaline 1 in 200 000 makes the operative field cleaner. Having exposed the tip of the coracoid (Fig 1B) , the coracoacromial ligament is divided on the lateral side for 1.25 cm and the pectoralis minor on the medial side for 1.25 cm. TI coracoid is drilled with a 694 (3.6 mm) cm of the tip of the coracoid is then sa keyhole saw, a finger on the medial si the musculocutaneous nerve. The tip coid and the conjoined tendons are down so that free access is given to the subscapularis. The bicipital retinaculum will need to be divided for 2.5 cm to facilitate turning down the tendons. A stitch is inserted in the upper and lower margins of the subscapularis (Fig 1c) for convenience of retraction and resuture, and the subscapularis divided just at its musculotendinous junction from the greater tuberosity. It retracts, and the anterior aspect of the shoulder-joint is exposed. The soft tissues on the anterior aspect of the glenoid, partly labrum and partly muscular adhesions of subscapularis, are divided and a small flake of bone 1 cm square turned up on the anterior aspect of the neck of the scapula. Through the centre of this raw bone an 18 (3.2 mm) drill hole is made (Fig ID) . A 3 mm diameter screw about 2.5 cm long is passed through the tip of the coracoid process and the tip screwed to the anterior aspect of the glenoid (Fig IE) . The remains of the labrum glenoidale may be sutured to the conjoined tendons if desired. The subscapularis, after the joint capsule has been split adequately at its inferior margin to permit the exit of the conjoined muscles, is resutured without shortening it ( Fig 1F) . The deltopectoral gap is lightly closed and the skin sutured. A support-r7,,,* ing shoulder spica of 15 cm crepe bandage is applied and the arm immobilized in a sling. The patient is encouraged to get up as soon as possible. The sling is worn for a week, and at the end of this time pendulum shoulder movements are encouraged. The stitches are removed at 10-14 days. The wound is an unsatisfactory one ie tip of the in that it tends to open up and excessive fibrous ) drill; 1-1.25 tissue may form. wn off with a Active physiotherapy can be safely started as de protecting soon as the patient feels equal to it, and certainly of the cora-from the end of the first week. An almost full then turned range of movements will have returned in 4-6~~~~. Fig 2A, anteroposterior radiograph ofthe coracoid tip in its newposition. B, axillary view ofthe bone block in position weeks, and except in a small number of cases there will be a full return of movement by the end of 3 months.
Results
Twenty-seven operations were performed in 25 cases; there were 3 bilateral cases but both sides were operated on in 2 cases only. The average age at operation was 25 years. Etiology of the cases was as follows: sport 8, domestic accident 10, road traffic accident 4, epilepsy 1, habitual subluxation 2. Maximum number of recurrences before operation reduced under general antsthesia 9. The average follow up was 4 years; 3 cases were followed for 10 years. Twenty cases recovered full range of movement. In 6 cases external rotation in 900 of abduction was reduced by 50 and in one case by 10°. There has been no recurrence of a dislocation in spite of a return to sport and heavy work in over half the cases.
Summary
An anterior bone block or a Putti-Platt operation does not prevent recurrent dislocation, particularly if there is a posterior depression in the humeral head. The Putti-Platt operation always reduces the range of external rotation. Transplantation of the tip of the coracoid produces only a minor anatomical change; the combination of the bone and conjoined tendons provides a firm resistance to further dislocation and there is virtually a complete freedom from risk of recurrence. Because the fragment of coracoid transplanted is functioning bone, it unites and remains in position for life. Full movements were regained in 77% of patients. In the remaining 23% the residual limitation was so slight as to be almost negligible, the maximum restriction being 10°of the lost external rotation.
